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Improved living conditions enable people to live longer, but older people require more medical care and
treatment. Medical research generates new technologies and creates new opportunities for providing
care, but this is often expensive. Consequently many people see healthcare expenditure as a bottomless
pit, but Christians need to emphasise the high priority of caring for people's individual needs, as well as
remembering the historical witness that God can create vast benefit from apparently meagre resources.

Every working day, healthcare
providers are confronted with the
redlity of limited resources. They are
forced to make decisionsand do the
best they can within these
constraints. No only do they need to
keep to afinancial budget, they also
have to alocate time and energy.

This process is complicated by
the task of balancing the needs of
individual patientswhile at the same
time considering the demands of the
community asawhole.

Decisonsaremadeat macroand
micro levels. In the UK the main
macro decision is made by centra
government as it shares resources
between needs such as healthcare,
education, defence and transport.
The next layer of decision-making
divides resources between hospital
trusts, health authorities and
community-based medicine that is
largely organised through groups of
general practitioners.

The process of micro alocation
then distributes resources between
different departments within a
hospital, for example cancer unitsor
general surgery. Managers have to
calculate how many beds ahospital
can afford and how many staff to
employ. GP units need to spread
resources between demands as
varied as flu vaccines and home

visits. They a so need to assess how
much time and money should be
spent on research and administration.

Making the best use of resources
is a theme of some of Jesus’
parables. In the so-called parable of
the Talents, Jesus praisesthe people
who have made best use of the
resources they have been given,
while admoni shing the person who
had not used hiswell.*

Therefore, examining these micro
alocation decisionsis an important
task, and Christian thinking can
enablethe process. The Bible shows
how God is concerned about the
gpiritual and physica healthand well-
being of populations, aswell asbeing
intimately concerned with the needs
of individuals.

Considering
individuals

A healthcare provider is often faced
by a patient who has particular
demands, desires, needs and rights.
Each carer has a duty to respond,
and examining each of these issues
inturn can clarify the thinking behind

resource allocation and help create
ajust system of health practice.

Demands and
desires

British culture has seen amovefrom
paternalism, in which the doctor
simply told the patient what to do,
towards asituation where peopleare
seen as clients and increasingly
guestion a doctor’s decision. This
consumerist attitude can place more
demands on doctors, and doctors
have to assess whether it is
appropriate to meet a particular
demand or desire.

Patients are entitled to express
their desires and preferences
regarding different trestment options,
and they are free to refuse any
treatment. They are not, however,
entitled to demand a particular
treatment from their doctor. Just
because aman demandsviagradoes
not mean that his GP necessarily has
to prescribeit.

Biblically thereisacall for people
to useresourceswisely. In the book
of Genesis, human beingsare called
to be stewards of the world's
resources.? Applied to healthcare,
thiscould imply that treetment should
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only be given when it is genuinely
needed. It is an incorrect use of
resources to give inappropriate or
unnecessary treatment just because
apatient isasking for it.

Inreality, the most persistent and
demanding patients sometimes get
what they want, while less
demanding patients do not. But
decision-makers need to remember
that ‘| want’ should not necessarily
mean ‘| get’.

Needs

Along with demands and desires,
doctors are bombarded with a
plethoraof patients’ needs. Thefirst
stage, however, isto define what is
meant by a need, and who makes
the decision that this is indeed a
need. Is it the doctor or other
professional, the patient, relatives, or
even ajudge?

One view is that there are
different levels of need.® Basic
needs are those things required for
humans to survive and function -
food, water and shelter. Thesefocus
on universal physiological
requirements of all people. Meeting
basic needs prevents‘ serious harm’
toindividuals.*

Non-basic needs are not required
for basic physical survival, but
contribute to our psychological,
social and spiritua well-being. While
bread and water are sufficient to
meet basic needs, they would not
meet other needs. It can be argued
that basic needs should be met first,
as they are the most pressing and
urgent, before other types of needs.

Itisoften difficult to distinguish
what patients need from what they
want. Is, for example, breast
enhancement a need or a want?
What about removing alargevisible
tattoo, where aprevious decisionis
radically affectinganindividual’ son-
going life?

Furthermore, patients may need
treatments they do not want, such
as chemotherapy, and want
trestments they do not necessarily
need, such as cosmetic surgery.
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Rights and duties

Wesitill need to determinethemoral
basis for meeting a person’s needs.
Sometimes this is expressed in the
notion of rights and duties and
patients frequently demand their
‘rights’ in healthcare. Providersneed
to work out whether the person
genuinely does have that right, and
whether itistheir duty to provideit.

Legal rights serve asaminimum
standard of protection for all people
in a country. If anyone fails to act
professionally and harms a patient,
he or she can be taken to court and
may be barred from their area of
work in the future, or even sent to
prison. In heathcare, legal rights
enshrine the minimum legal
protection and standards of
treatment that each patient can
expect from doctors and other
healthcare professionals.

As of October 2000, certain
rights have been enshrined in British
law through ratification of the
Europe-wide Human Rights Act
1998. This includes notions of
protecting people from harm. It is,
however, unclear exactly what
‘rights’ can be demanded of
healthcare professionals. Article 2
establishesthat patientshavea‘right
to life' and Article 3 gives them a
right not to be subjected to ‘torture
or to inhumane or degrading
treatment or punishment’.

Theimplications of human rights
and the corresponding duties for
doctors are less clear than legal
rights. For some patients, rights may
even conflict. A ‘Do Not
Resuscitate’ order could be seen as
a person exercising their right to
avoid degrading treatment, but is
denying their ownright to life.

In addition, rights have
corresponding duties and
responsibilities. If a patient has a
‘right’ to healthcare, then some
member of the healthcare team must
have aduty to provideit. In the UK
this means that individuals are
entitled to use NHS services,
including good quality care and
appropriate treatment, but they are
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not necessarily entitled to have any
and every treatment that they may
request or demand. Doctors should
only agreeto supply atreatment if it
stands a good chance of success, is
unlikely to cause harm and if there
are enough resources.

Healthcare workers must be
clear about the extent of their duties
and responsihilities, recognising that
these may vary depending on the
type of rightsinvolved. At the same
time, patients must recognise their
responsibility to act where possible
in ways that do not needlessly
endanger their own health. The Bible
speaks of human beings being made
in the image of God, and as such
they should be treated with great
care and reverence.®

In health care, doctors may
experience pressure from patients
based on rights claims, but should
balance these with considerations of
justice when examining how best to
allocate resources.

Considerations
of justice

When balancing individual
considerationsand broader principles
of alocation, finding a just use of
resourcesisafundamental notion for
doctors. Three different forms of
justice are important, namely
fairness, equality and equity.®

Fairness

Justice seen in terms of fairness
requiresthat auniversal and uniform
standard of treatment isgiven to all
people. It means that treatment
should be consistent between
individualsand all peopleinthesame
circumstances should be treated in
the same way.

Alternatively, some people
suggest that notions of fairness
should take into account an
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individual’ s contribution to society.
This is the notion of giving people
what they deserve.” This would
suggest that someone who gives a
lot should also receive alot. Other
peoplehowever indicatethat fairness
demands a universal standard of
treatment for all people.®

Another considerationiswhether
fairness means that we should give
priority to the peoplewho need help
because of disease or genuine
accident, rather than those who
deliberately put themselves at risk
through activities such as smoking
and bungeejumping.

One of the grounding principles
of the Christianfaithisthat God does
not treat us as we deserve, but
because of his great love for us he
cares for us even if we damage
ourselvesthrough deliberate actions
or negligence. A hedlth system that
reflects God's love will work hard
to providefor all, irrespective of how
the need arose, not so much because
this is fair, but because it reflects
God’'s compassion. Christian
compassion also extends equally to
rulers and outcasts, irrespective of
their contribution to society.

Equality
Equality, like fairness, highlights a
minimum standard below which the
treatment of each patient should not
fal. Equality requires that similar
casesaretreatedin similar waysand
dissimilar cases are treated in
dissimilar ways.® Inequality occurs
where similar cases are treated in
different ways. As such, eguality
aims to avoid discrimination based
on inappropriate grounds, eg. age,
race, sex, or religious beliefs.

Thereisastrong appreciation of
equality inthe New Testament of the
Bible, where all human beings are
seenasequa inGod' ssight. Biblical
writers were convinced that Jesus
Christ cameto bring hope and new
lifeto all people, irrespective of their
race, background or gender.

When allocating resources,
doctors should aim to be consistent

and deal with patients in an even-
handed way, and should not allow
discrimination on the basis of
clinically irrelevant factors.

Equity

Both equality and fairness lead to
consistency in dealing with patients
and allocating resources. They are
helpful, but in health considerations
they appear to mask over an
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firstindividual because shehasmore
wealth would not be justifiable. It
would be placing greater moral worth
and value on her because of her
wealth and would constitute
inequitable treatment.

Another situationwould beif one
recipient was 37 and otherwise
healthy, and another candidate was
77 and had recently been treated for
cancer. Giving the kidney to the
younger person would not breach
notions of equity, becauseitismore

A health systemthat reflects God'’s
love will work hard to provide for
all... because it reflects God’s

compassion

important issue. Just as people are
individuas, their health needswill be
highly specific. Itisvery difficult to
identify apool of peoplewho are so
similar that they can instantly
receive the same treatment.

The concept of equity recognises
that different people need different
treatment. Equity allows differences
to occur,” but only for morally
justified reasons such asthe specific
clinical needs of each patient. Giving
people equal considerationisnot the
same as giving them identical
treatment.*

Equity allowsfor each personto
receive the most appropriate
treatment. It allows healthcare
professionalsto usetheir professiona
judgements about what the best
treatment, or non-treatment, options
are for an individua patient. This
does not permit the minimum
standards of equality and fairnessto
be compromised.

Inequity existswheredifferences
in careand treatment are not morally
justified. Two 37-year-old women
are a positive match for a kidney
transplant. Oneiswealthy, the other
is poor. Offering the kidney to the

appropriateto perform the operation
onahedlthierindividual.

Therewill always be differences
in the treatment received by
individual people, but what is
important is that these variations
must be a response to the needs of
theindividual patient. Thisincludes
weighing up what ismost appropriate
for the individual with what isfair,
equal and just treatment.

More than
we deserve

So far most of the argument has
been based on a moral and
philosophical assessment of what
individuals should expect. A Chrigtian
challenge to this should beto add a
concept that we can receive more
than we deserve.

Historicaly Christians have been
at the forefront of establishing
hospitalsand providing health care,
not because the patients deserve the
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care, but because the Christian
shares Jesus' concern for weak and
vulnerable membersof society. This
isdriven from afundamental belief
that every person is made ‘in the
image of God'*? and is therefore of
enormousvalue.

In the Gospels, we have clear
accounts of how Jesustreated people
as individuals. He saw and
responded to many needs, because
he had compassion on those who
were suffering in body, mind and
spirit. He healed the people who
were brought to him, irrespective of
the underlying cause of theillness.®
He acted from a principle of
undeserved love, athoughit must be
recognised that he did not heal
everyoneintheregion.

Inthejudgement of the sheep and
goats, Jesusindicated that helping a
sick person is the equivalent to
helping Christ.* This opportunity to
‘treat Jesus’ should cause usto seek
the maximum resources for
healthcare so that we can do this
more often and morethoroughly.

In addition, the two occasions
when Jesus fed thousands of people
using meagre resources indicate that
when a Christian sets out in
obedienceto God's call to serve, he
or she can look to God to provide
resources.”® Many people, like the
founder of the Barnardo homes, Dr
Thomas Barnardo (1845-1905), and
thefounder of the hospice movement
Dame Cicely Saunders (1918-), have
discovered that even though their
resources were tiny, God enabled
them to achieve much.

It is easy to view resource
allocation as a process of basic

accounting, but Christians should
expect that when they serve God
great things happen. None of this,
of course, detracts from the
responsibility of being good stewards
with the resources we have.

Conclusions

When confronting decisions about
resource allocation, doctors are
faced with the difficult task of
balancing individual factors, such as
patients' desires, demands, needs
andrights, over and against principles
of justice such as fairness, equality
and equity which apply to al patients
and the wider community.

We recognise that God created
us as people with responsibility. Our
desireto control our livesandignore
God has limited how effective we
can be, though as Christians we
recognise Jesus’ ability tointervene
inall situations.

While we may see glimpses of
God' s involvement in the way that
people produce greset resultswith tiny
resources, we also look forward to
afuturewhenill health and suffering
will be athing of the past — atime
when no one will need to worry
about allocating limited resources.®

In the meantime, Christians need
to consider carefully how they make
resource decisions as part of their
God given responsibilities and that
any decisions should reflect God's
character of love, justice and
generosity and his concern for the
individual and the disadvantaged.
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